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Participants, methods, and results
We sent questionnaires to lead emergency doctors (listed in the BAEM's directory of 2001-2) between Oct 2003 and Jan 2004 about the recommendations. Nonresponders were re-sent the questionnaire.
Of 219 departments with inpatient paediatric facilities, 2 139 (63%) replied (table) . In all, 47 (34%) of replying hospitals saw more than 18 000 children annually; 41 (87%) were district general hospitals. Only 64 (29%) departments with separate paediatric emergency facilities responded; the 71% that did not respond accounted for 47% of nonresponders, many seeing more than 18 000 children annually.
Although currently 41 departments have separate paediatric emergency departments, 92% of children attend general departments; these show the largest differences from recommendations of the AESC report. In 1997, 10% of hospitals did not have inpatient services onsite 3 now only 1.9% do not (minor injury units excluded).
Wards are safe for only the initial reception of emergency admissions if appropriately equipped and staffed for reception, triage, and resuscitation 1 ; these criteria are often not met.
Assessing the severity of illness is essential, but a quarter of departments seeing more than 18 000 children a year do not have separate triage facilities, and 23% do not triage children with an appropriately trained nurse. Although the pain assessment tool and the national triage score are used widely, their effectiveness must be questioned where nontrained staff are triaging. Level 2 care, while awaiting a paediatric retrieval team (children's mobile intensive care unit), is delivered in 85% of departments, often at cost to emergency, paediatric, and intensive care services. The current trend of centralisation means that emergency staff must deliver this care, so there must be the appropriate mix of skills on duty.
In 1996, 30% of hospitals did not cater for children within major incident plans (required by the National Service Framework for children and young people) 4 5 ; fewer now have children in their plans.
The National Service Framework expects emergency professionals to do courses in paediatric life support and to regularly update; currently, 47% of nurses do not attend such courses.
Comment
One in four patients presenting at emergency departments is a child. Child centred good quality care which is accessible at the right time is required, however there is considerable room for improvement in the care of children in emergency departments. This government has recognised unacceptable variations nationwide in the quality of care for children and wants to eliminate these differences (the National Service Framework).
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The framework allows adult nurses to care for children only within the limits of their knowledge and should be under direct supervision of a children's trained nurse. Recruitment and retention of nursing staff is a problem in emergency departments. The Royal College of Nursing recommends rotational posts with community nursing and paediatric wards. The number of applicants for training in children's nursing exceeds the number available, so structured investment in nurse training may provide the necessary skilled nurses.
The AESC recommends that hospitals seeing more than 18 000 children should have a consultant in paediatric emergency medicine by 2004 and in all emergency departments by 2010. This, along with many of the other AESC recommendations made five years ago, has not been met and without future investment in staffing and facilities a child centred service will be hard to achieve. A 69 year old woman had been treated for osteoporosis with disodium etidronate (Didronel, Procter & Gamble) for four years. She had a history of asthma but was not taking prednisolone. She started taking 70 mg alendronic acid a week but within 24 hours of her first dose developed synovitis in her right wrist and within 72 hours developed acute carpal tunnel syndrome. Fluid was found in the carpal tunnel when it was decompressed. No organisms or crystals were seen. Laboratory tests have included a consistently normal C reactive protein and erythrocyte sedimentation rate, calcium 2.41 mmol/l, ferritin 39 g/l, uric acid 0.3 mmol/l, antinuclear antibodies 1/80, and negative extractable nuclear antigens, double stranded DNA, and rheumatoid factor. Nerve conduction studies showed a marked axonal lesion in the sensory median nerve. Alendronic acid was restarted at 10 mg daily five months later, but she developed pain in multiple joints after three days. The symptoms recurred on rechallenge at 10 mg on alternate days. She recovered fully when alendronic acid was discontinued.
Discussion
Synovitis is a well recognised cause of carpal tunnel syndrome. This patient had no previous history of carpal tunnel syndrome or evidence of inflammatory arthritis. Rechallenge led to symptoms in multiple joints.
Alendronic acid can cause musculoskeletal pain.
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The New Zealand Pharmacovigilance Centre (http://carm.otago.ac.nz) holds three other reports of synovitis occurring in patients taking alendronic acid, one of whom developed a wrist effusion. Synovitis recurred when alendronic acid was re-administered after the normal dose interval of seven days in two patients and at a reduced dose after 11 days in the third. Alendronic acid should be considered a cause of synovitis or polyarthritis in the absence of any other pathology.
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